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Abstract
PART 1 BACKGROUND TO APHASIA














mild	 aphasia	 initially	were	 likely	 to	 recover	 ‘completely’.	




In	 a	 similar	 study,	Palle	Møller	Pedersena	et al.[3]	 reviewed	
270	consecutive	acute	stroke	patients	with	aphasia	and	found	
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severity	 in	order	 to	assess	 the	patient’s	 ability	 to	understand	
and	 communicate	make	 informed	decisions	when	 involved	
in	 discussions	 relating	 to	 treatment	 options.	 Speech	 and	
language	 therapists	 frequently	use	detailed	psychometrically	
robust	aphasia	assessments	but	 this	may	be	 impractical	at	an	
early	 stage	 following	a	person’s	 admission	 to	hospital.	Thus	
screening	assessments	that	can	be	carried	out	by	a	broad	range	
of	healthcare	professionals	should	be	considered.	The	Frenchay	





for	 a	more	detailed	evaluation	performed	by	 the	 speech	and	
language	pathologist.	Importantly,	such	screening	allows	early	
identiication	of	 aphasic	dificulties	 and	 facilitates	 improved	
management,	rehabilitation	requirements	and	support	of	relatives.
More	 detailed	 assessment	 using	 carefully	 constructed	 tests	
to	identify	any	problems	with	comprehension,	word	inding,	










Impact of speech and language therapy
Many	research	studies	reviewing	the	eficacy	and	effectiveness	












examining	 the	 inluence	 of	 SLT,	 as	well	 as	 the	 theoretical	
approach	 of	 therapy,	 its	 context,	 delivery	mode,	 inclusion	
of	 home	practice	 and	 tailoring	 (by	 functional	 relevance	 or	
dificulty)	on	language	outcomes.	Risk	of	bias	was	considered	
and	rated	for	each	dataset	and	database.






comprehension	outcomes	 as	 found	on	 the	Aachen	Aphasia	












that	 improvements	 in	 overall	 language	 ability	 occurred	
alongside	functionally	relevant	SLT	compared	to	more	general	
stimulation	 and	 untailored	 therapy.	 Furthermore,	 tailoring	
therapy	 to	 respond	 to	 the	 level	 of	 severity	 of	 aphasia	was	
associated	with	 slightly	 higher	 gains	 on	 overall	 language.	
Conversely,	 and	 somewhat	 surprisingly,	 untailored	 SLT	




Technology in speech and language therapy for aphasia 
following stroke
Most	 studies	 of	 speech	 and	 language	 therapy	 for	 aphasia	
following	stroke	indicate	that	more	therapy	leads	to	better	
results.	 However,	 workforce	 and	 economic	 constraints	
often	 restrict	 the	 amount	 of	 speech	 and	 language	 therapy	
that	 is	 available.	A	 pragmatic,	 superiority,	 three-arm,	
individually	 randomised,	 single-blind,	 parallel	 group	
trial[9]	 recruited	patients	aged	over	18	years	who	had	been	
diagnosed	 with	 aphasia	 post-stroke	 at	 least	 4	 months	
before	randomisation.	Participants	were	randomly	assigned	
with	 the	 use	 of	 computer-generated	 stratified	 blocked	
randomisation	 (stratified	 by	 site	 and	 severity	 of	 word	
inding	at	baseline)	into	one	of	3	groups:	6	months	of	usual	
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Outcome Measurement  Big data and contribution to 
Improving Quality of Services






















designed	 to	 be	 a	 simple,	 reliable,	 cross-disciplinary	 and	
cross-client	 group	method	 of	 gathering	 psychometrically	
robust	 information	 on	 the	 broader	 spectrum	 of	 issues	
associated	with	therapy/rehabilitation.	The	TOM	was	based	
on	the	3	domains	highlighted	by	World	Health	Organisations	
International	Classiication	 of	Disability	 and	 Function.[13]	










professional	 to	 assess	 the	 individual	 referred	 for	 treatment	
using	their	usual	assessment	procedures,	such	as	standardised	










PART 2 A STUDY OF NON-SELECTED PATIENTS WITH 
APHASIA FOLLOWING STROKE RECEIVING SPEECH AND 
LANGUAGE THERAPY
Background
Whilst	 the	 research	 cited	 above	 provides	 a	 considerable	






An	 extract	was	 taken	 from	 the	 national	 database	 (ROOT)	
in	April	2020.	Patients	with	a	primary	medical	diagnosis	of	
cerebral	vascular	accident	(CVA)	and	aphasia/dysphasia	were	







Data	were	 visually	 inspected	 prior	 to	 analysis.	Age	 and	
sex	were	 summarised	 using	 descriptive	 statistics.	 Formal	
between-group	comparisons	were	not	conducted	due	to	high	
level	of	missing	data	in	these	ields.
Between-group	 differences	 in	 impairment,	 activity,	
participation,	 and	well-being	 at	 admission	were	 compared	
using	analysis	of	variance	(ANOVA),	and	at	discharge	using	









Scores at admission to service
Mean	 scores	 upon	 admission	 to	 services	 are	 shown	 by	
domain	and	group	in	Table	2.	There	was	some	evidence	of	
between-group	 differences	 in	 scores,	with	 a	 tendency	 for	
lower	 scores	 in	Group	3.	Between-group	differences	were	
less	than	0.5	points.	It	should	be	noted	that	Group	2	had	42%	
missing	 data	 in	 the	 ields	 of	 participation	 and	well-being.	
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Mean	 scores	 at	 follow-up	 are	 provided	 in	 Table	 3.	
Between-group	comparisons	were	made	using	ANCOVA,	
































between	 the	 services	 is	 on	 the	 carer	well-being.	 Service	A	
improving	 carer	well-being	 in	 73%	of	 the	 cases	whereas	





Table 3: Mean (SD) domain scores at follow-up
Group 1 (n=851) Group 2 (n=484) Group 3 (n=329) Overall (n=1664) ANCOVA*
Impairment n 851 484 329 1664
Mean	(SD) 3.5	(1.2) 3.0	(1.4) 3.0	(1.4) 3.2	(1.3) F(2,1660)=27.74,	p<0.001
Activity n 851 484 329 1664
Mean	(SD) 3.6	(1.2) 3.2	(1.4) 3.2	(1.4) 3.4	(1.3) F(2,1660)=20.21,	p<0.001
Participation n 848 281 329 1458
Mean	(SD) 3.6	(1.2) 3.3	(1.4) 3.2	(1.4) 3.4	(1.3) F(2,1439)=14.29,	p<0.001
Well-being n 849 278 327 1454
Mean	(SD) 3.9	(1.0) 3.6	(1.4) 3.6	(1.2) 3.8	(1.1) F(2,1439)=12.95,	p<0.001
*Corrected	for	baseline	values










n 0 484 38 522







Range - 18.0,	100.0 37.0,	96.0 18.0,	100.0
Sex
n 0 484 38 522
Male - 232	(47.9%) 22	(57.9%) 254	(48.7%)
Female - 252	(52.1%) 16	(42.1%) 268	(51.3%)
Table 2: Mean (SD) domain scores at admission to service
Group 1 (n=851) Group 2 (n=484) Group 3 (n=329) Overall (n=1664) ANOVA
Impairment n 851 484 329 1664
Mean	(SD) 2.6	(1.3) 2.5	(1.4) 2.3	(1.4) 2.5	(1.3) F(2,1661)=6.74,	p=0.001
Activity n 851 484 329 1664
Mean	(SD) 2.7	(1.3) 2.6	(1.5) 2.5	(1.4) 2.6	(1.4) F(2,1661)=2.91,	p=0.055
Participation n 848 280 328 1456
Mean	(SD) 2.7	(1.3) 2.7	(1.4) 2.4	(1.3) 2.6	(1.3) F(2,1453)=5.39,	p=0.005
Well-being n 851 278 327 1456
Mean	(SD) 3.1	(1.1) 3.2	(1.5) 2.8	(1.3) 3.1	(1.2) F(2,1453)=7.67,	p<0.001
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CONCLUSION
The	review	of	the	literature	and	results	of	systematic	reviews	








change	 scores	 in	 this	 study	were	0.5	or	 greater,	 it	 provides	
evidence	 that	 therapy	 is	doing	what	 it	 should,	 i.e.,	having	a	
















Table 4: Mean (SD) change in score over the course of therapy
Group 1 (n=851) Group 2 (n=484) Group 3 (n=329) Overall (n=1664)
Impairment n 851 484 329 1664
Mean	(SD) 0.8	(0.9) 0.5	(0.8) 0.7	(0.9) 0.7	(0.9)
Activity n 851 484 329 1664
Mean	(SD) 0.9	(1.0) 0.6	(0.9) 0.7	(0.9) 0.8	(0.9)
Participation n 845 270 328 1443
Mean	(SD) 0.9	(1.0) 0.6	(0.8) 0.8	(1.0) 0.8	(1.0)
Well-being n 849 268 326 1443
Mean	(SD) 0.8	(1.1) 0.5	(0.9) 0.8	(1.1) 0.7	(1.0)
Figure 1: Therapy Outcome Measure Data from 2 Speech and Language Therapy Services illustrating impact of different service provision
Table 5: Proportions of patients showing improvement over the course of therapy
Group 1 (n=843) Group 2 (n=267) Group 3 (n=325) Overall (n=1435)
Did	not	improve 103	(12.2%) 85	(31.8%) 74	(22.8%) 262	(18.3%)
Improved	in	one	domain 72	(8.5%) 32	(12.0%) 30	(9.2%) 134	(9.3%)
Improved	in	two	domains 112	(13.3%) 42	(15.7%) 47	(14.5%) 201	(14.0%)
Improved	in	three	domains 158	(18.7%) 38	(14.2%) 51	(15.7%) 247	(17.2%)
Improved	in	all	four	domains 398	(47.2%) 70	(26.2%) 123	(37.8%) 591	(41.2%)
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